Objective: Clinical staff in EDs are subject to a range of stressors. The objective of this study was to describe and compare clinical staff perceptions of their ED's working environment across two different Australian EDs. Methods: This was a cross-sectional, descriptive, research design that included distribution of three survey tools to clinical staff in two Australian EDs in 2016. Descriptive statistics were reported to characterise workplace stressors, coping styles and the ED environment. These data were compared by hospital and the employee's clinical role (nurse or physician). Results: In total, 146 ED nurses and doctors completed the survey (response rate: 67%). Despite geographical variation, the staff at the two locations had similar demographic profiles in terms of age, sex and years of experience. Staff reported moderate levels of workload and self-realisation but low levels of conflict or nervousness in the workplace. Nurses and physicians reported similar perceptions of the work environment, although nurses reported slightly higher median levels of workload. Staff rated the death or sexual abuse of a child as most stressful, followed by workplace violence and heavy workload. Staff used a large range of coping strategies, and these were similar across both sites. Conclusion: These findings are the first multi-site and multidisciplinary examinations of Australian ED staff perceptions, improving our understanding of staff stressors and coping strategies and highlighting similarities across different EDs. These data support the development and implementation of strategies to improve ED working environments to help ensure professional longevity of ED staff.
Introduction
Healthcare environments can be stressful places to work 1, 2 as there are a multitude of potential stressors, including psychosocial, work-related and environmental factors. These stressors can impact staff morale and performance, contributing to increased absenteeism, burnout, 3, 4 poor staff retention and decreased job satisfaction, 5, 6 and recent media attention on doctors' suicides in Australia has emphasised the need for a focus on wellness. 7 Such factors can be detrimental to patient satisfaction and care. [8] [9] [10] Correspondence This is an open access article under the terms of the Creative Commons AttributionNonCommercial License, which permits use, distribution and reproduction in any medium, provided the original work is properly cited and is not used for commercial purposes.
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Key findings
• ED staff in two different-sized departments within the same healthcare system have similar perceptions of the stressors relating to their work environment.
• Stressors tend to revolve around system and resource concerns.
• Staff within the two departments utilise a wide range of coping mechanisms, which mostly have a positive effect on the perception and management of stress in the workplace.
Public EDs in Australia have seen large increases in the numbers of presentations in recent years, with attendances increasing an average 4.5% per year, a rate three times that of the growth in population. 11 The resultant strain on ED services is well recognised 12 and has led to the development of government initiatives to address the increased demand, such as the National Emergency Access Target (NEAT). Both the increasing numbers of presentations and the implementation of NEAT can potentially impact stressors experienced by ED staff and thus affect ED staff wellbeing.
Studies examining the effect of burnout on staff in EDs [13] [14] [15] have been undertaken in the USA and Australasia, but research regarding the nature of workplace stressors has been limited. The aim of the present study was to describe the ED working environment as perceived by medical and nursing staff working in two different-sized EDs within the same healthcare service. This was a planned sub-study of a larger international project.
Methods

Design
A cross-sectional, descriptive, study design was used.
Sample and setting
This study was undertaken in two public hospital EDs within the same Hospital and Health Service in Queensland, Australia. All medical (Hospital A: n = 28; Hospital B: n = 49) and nursing (Hospital A: n = 41; Hospital B: n = 78) staff working in these two EDs were invited to participate in the study. Hospital A is a small regional facility that had approximately 30 000 annual patient presentations to ED, and Hospital B is a larger regional facility that had approximately 50 000 presentations. Hospital B is the major referral centre for the Hospital and Health Service, with multiple medical specialties, paediatrics, orthopaedics and intensive care on site. Hospital A does not have the same services available, meaning that some patients are transferred from Hospital A to Hospital B. The sites are approximately 30 km apart, with junior medical staff (interns, residents and registrars) rotating through both EDs but very limited interchange among nursing staff and senior medical staff. The survey asked them to respond according to their experiences in their current placement and position.
Following an introductory email about the study from the ED medical and nursing director, study information sessions and questionnaire distribution (in person and via internal mail) were undertaken by a study investigator over a 2 week period in March 2016.
Data collection
Data were collected via a selfcompleted questionnaire, which was distributed to all medical and nursing staff within the two departments via teaching sessions and handover meetings during the 2 week period. Completed unidentified questionnaires were returned via post in reply-paid envelopes. Consent was implied upon return of a completed questionnaire. The study received human research ethics committee approval.
Measures
The questionnaire contained three instruments: the Working Environment Scale-10 (WES-10), 16 the Jalowiec Coping Scale part A (JCS-A) 17 and workplace stressors. Demographic information pertaining to age, sex, professional role and clinical experience were also collected.
The WES-10 was used to describe staff satisfaction with their working environment in terms of morale and stress. This is a validated tool 18 that comprises 10 items assessing four aspects of the working environment: (i) self-realisation, or the extent to which workers feel supported in the work environment (four items); (ii) workload, or the number of tasks assigned to employees and the degree to which they believe they must undertake multiple tasks at once (two items); (iii) conflict, or the degree to which employees have interpersonal conflicts and loyalty problems on the job (two items); and (iv) nervousness, the extent of worry, nervousness and tension workers feel on the job (two items). Scores for each item range from 1 to 5, with higher scores indicating a higher level of that construct.
Confirmatory factor analysis of the WES-10 scale was undertaken. Model fit was assessed using the likelihood ratio chi-square, the comparative fit index (CFI), Tucker-Lewis Index (TLI; both preferably above 0.95), root mean square error of approximation (RMSEA, preferably below 0.08) and standardised root mean square residual (SRMR, preferably below 0.08). 19 The hypothesised four-factor structure provided a reasonable fit to the data (χ 2 = 42.9, P = 0.05, TLI = 0.93, CFI = 0.94, RMSEA = 0.06, SRMR = 0.07) and was retained for the present study. Cronbach's alpha for the self-realisation scale was 0.73. Spearman-Brown correlations were 0.747 for workload, 0.58 for conflict and 0.53 for nervousness.
The JCS-A was used to assess coping strategies of ED clinical personnel. It has been previously used with patients 20, 21 and hospital (surgical unit) staff. 22 The JCS comprises 60 items incorporating coping strategies such as facing the problem, avoiding the problem, positive thinking, pessimistic thinking, emotive coping, doing things to make yourself feel better and using support systems. Respondents report how often they have used each coping method, with scores for each item ranging from 0 (never used) to 3 (often used). Factor analysis of the JCS showed that the hypothesised eightfactor model provided a poor fit to the data (χ 2 = 3001, P < 0.01, TLI = 0.44, CFI = 0.47, RMSEA = 0.08, SRMR = 0.11). We were unable to find a suitable alternative factor structure, and previous validation studies have also failed to find support for an eightfactor structure. [20] [21] [22] As such, the JCS items were not combined into subscales, and items were considered individually within the present study.
Workplace stressors were assessed using the scale developed by Ross-Adjie and colleagues in a study identifying stress-evoking experiences in ED nursing staff. 23 Respondents were provided with a list of 15 events, such as workplace violence, high acuity patients and dealing with the media, and asked to rate how stressful they would find each event on a scale of 1-15.
Data analysis
Data were analysed using Stata version 14 (StataCorp, College Station, TX, USA). Descriptive statistics were used to characterise the sample in terms of demographics and professional experience. Such characteristics were grouped by study site and the employee's clinical role (doctor or nurse).
Descriptive data on the WES, JCS and work stress items were provided to characterise the workplace environment. Such data were categorised by hospital and employee's clinical role. The WES and JCS items displayed a skewed distribution, and so, medians with interquartile range (IQR) were reported to provide a measure of central tendency and range. MannWhitney U-tests were used to compare medians by hospital and clinical role. For JCS items, the proportion of staff who reported that they 'always' used a particular coping strategy was calculated to provide information about the most commonly used strategies. χ 2 tests, or Fisher's exact tests (where expected cell values were less than 5) were utilised to compare across hospital and clinical role.
Results
Response rates
From Hospital A, questionnaires were returned from 27 of the 41 (66%) nursing staff, 16 of the 28 (61%) medical staff and one individual who did not report their job title. The total response rate from Hospital A was 63.8%. From Hospital B, questionnaires were returned from 53 of the 78 (68%) nursing staff, 27 of the 49 (55%) medical staff and five staff who did not specify their job title. The total response rate from Hospital B was 66.9%.
Demographic characteristics by hospital are provided in Table 1 . Respondents from the two hospitals were similar in terms of baseline characteristics. The majority of participants were female (72.4%) and registered nurses (57.4%). The median time working as a clinician was 11 years, with individuals working a variety of hours each week. Doctors were less likely to be female, more likely to work full time and had fewer years of experience compared to nurses. 11 (6-13) 9 (3-14) 11 (7-13) 11 (6-13) 7 (3-13) 11 (7) (8) (9) (10) (11) (12) (13) (14) Median years working in current role 22 (84.6) 7 (13.7) †Data were missing for job title (n = 6), age (n = 5), sex (n = 13), years working as a clinician (n = 5), years working in current role (n = 4), current FTE (n = 9).
Data on the WES subscales by hospital are provided in Table 2 . Staff reported moderate levels of workload but low levels of conflict or nervousness in their workplace. Staff also reported moderate levels of self-realisation.
Staff reported slightly higher levels of selfrealisation and workload in Hospital B compared to Hospital A. Nurses and doctors reported similar perceptions of the work environment. One exception was that nurses reported slightly higher median levels of workload compared to doctors.
Data on 15 work stressors are provided in Table 3 . Staff rated the death or sexual abuse of a child as most stressful, followed by workplace violence and heavy workload. Administrative or budgetary concerns and dealing with the media were ranked least stressful. Compared to doctors, nurses reported that they found the following factors more stressful: workplace violence, heavy workload, high acuity patients, inability to provide optimal care, environmental concerns, infectious diseases exposure and concerns about a critically injured or dying family member.
Data on coping strategies used by staff are provided in Table S1 . Each of the 60 coping strategies listed was reported as being used by at least one responding staff member. The six most and least frequently reported coping strategies, reported as 'always used', are summarised in Table 4 . These were similar across both sites. Thinking out different ways to handle the situation, talking the problem over with family or friends and trying to keep a sense of humour were the most commonly reported coping strategies.
Discussion
To our knowledge, this is the first multi-site and multidisciplinary study of its kind to be undertaken in Australian EDs. Staff reported moderate levels of perceived workload, a moderate belief that the department supports their professional growth, low levels of conflict and low levels of nervousness or tension. They used a large range of coping strategies. These findings were similar across sites and professional groups.
The WES-10 results indicate that staff in both EDs experience more concerns regarding workload rather than nervousness or conflict. 'Workload' as the factor impacting most on staff is a finding noted in other ED-based studies undertaken in Australia and Spain. 24, 25 Staff reported that the environment provides moderate support for their professional growth and development (self-realisation). However, the findings here are lower than reported in previous studies. 16, 26 A wide range of coping strategies was reported as being used by ED staff. The main coping strategies employed by staff are generally positive/active coping strategies, which have been shown to have a positive effect on the perception and management of stress and overall performance in the workplace.
27,28
Frequently used strategies emphasise the importance of social support and problem solving, both of which are processes health institutions and educational processes can support and enhance. It has been suggested in other literature that coping styles of ED professionals might have an effect on the risk of burnout. 29 There have been studies suggesting that resilience training might be beneficial to staff working in stressful environments, such as first responders, 30, 31 but there is minimal literature regarding the use of resilience training for ED staff. By examining the coping strategies of ED staff further, it might be possible to develop resilience training/inoculation interventions to prevent potential burnout by testing of different strategies to manage the identified stressors. However, this does not discount the need for organisational recognition of and response to underlying causes of staff stress. Indeed, there is recent literature suggesting that organisational strategies can be used to improve staff wellbeing, including strategies focussed on culture change, team building and leadership. 32 When ranking individual stressors, the results indicate that the two departments have similar perceptions of the stressors they experience within the ED environment. The top three stressors for both departments were heavy workload/poor skill mix, death/sexual abuse of a child and inability to provide optimum care, findings that are in keeping with previous research. 23, 24 Stressors that ranked lower included administration/budgetary concerns/dealing with the media. It might be that this finding reflects the small number of respondents who have to deal with these aspects as part of their daily responsibilities. The biggest difference seen between sites was concern for delivery of care to high acuity patients (8.5 at Hospital A and 10 at Hospital B) and likely reflects the increased incidence of higher acuity of patients presenting to Hospital B. Despite the two departments being different sizes, with fewer numbers and generally lower acuity patients presenting to Hospital A, the experiences of stressors at work as perceived by the staff are very similar. It is possible that the work culture across the two EDs cross pollinates, even allowing for the perceived differences with high acuity patients.
Study limitations
The present study, part of a larger international project that aims to describe and evaluate staff perceptions of working in the ED crossculturally, was performed at two sites within the same hospital and healthcare system. There is some overlap of staff working at both sites, mainly junior doctors and, less frequently, nursing staff and senior medical staff. 0.27 †Data are median (IQR). There were missing data for workplace violence (n = 3), death or sexual abuse of a child (n = 2), high acuity patients (n = 2), inability to provide optimum care (n = 1), concerns about a dying family member (n = 1) and administrative or budgetary concerns (n = 1). The similarities between the general distribution of coping strategies across the two sites suggests that either cross pollination or similar mentor support/ previous educational interventions might have directed such coping or that these are the most effective strategies utilised within ED environments; further research on differences between big and small hospitals should include hospitals that are not part of the same network to determine the impact of hospital size compared to belonging to a singular network.
The Ross-Adjie scale was developed to assess workplace stressors in ED nursing staff and has not been validated or utilised for medical staff. It does provide a range of stressors that might be commonly perceived by both medical and nursing staff in ED, but there might be other sources of stress not identified by the scale. Likewise, there might be other coping strategies employed by staff that do not form part of the JCS-A.
The response rate in the present study was high (60-70%), but there is the possibility of response bias; non-responders might have had different perceptions to those reported here. Further work employing a larger sample size is required to identify whether there are differences in perceptions of working environment, stressors and coping strategies by sex, profession and length of experience. Factor analysis was not able to yield a suitable factor structure for the JCS scale, possibly due to a small sample size in comparison to the number of items.
Overall, the current approach to identifying stressors and coping mechanisms, by giving respondents a list and getting them to rate them, might result in stressors and coping styles being identified that would not be reported without prompting. There might also be causes of stress and coping strategies that are not on the list and are, therefore, totally missed. Our planned larger international study will undertake further methodological work in this area and might overcome this limitation; however, further work in this area is required to understand the stressors and types of coping strategies employed by ED staff.
Conclusion
The present study has demonstrated that staff in two different-sized EDs within the same healthcare district have similar perceptions of stressors within the ED environment, as well as similar strategies for managing them. These stressors tend to revolve around system and resource concerns. Further research into systembased solutions to enhance staff coping as well as the staff perceptions of workplace stressors in EDs in different healthcare systems is required to elicit whether these findings are common among ED staff in general.
